was surmised that the pin was embedded in the larynx. The general condition was good. Under general anesthesia, laryngoscopy showed the pin to be in the larynx. The upper surface of the safety guard alone was visible, peeping through the rima glottidis. It was assumed that the pointed end was embedded in the tissues below the anterior commissure. Gentle movements of traction and rotation were unavailing to dislodge the pin (the operator does not remember attempting to extract the pin by pushing it into the wider parts below); the operator decided to extract it through an external incision. The patient was moved for the purpose, from the dark room to the main theatre. During the transit, the patient came round" slightly from the anesthetic, but not sufficiently to lead one to suppose that the pin had shifted its position. A laryngotomy was first performed, and as the pin was not located, the thyroid cartilage was split; still without success. On further examination with the endoscope, it was found that the pin had slipped down into the right bronchus from which it was removed without difficulty. aged 36, complained of intense pain in the right frontal region which began in 1916, andoccurs periodically. He has a certain amount of nasal and post-nasal catarrh. On examination, there was a grossly deflected nasal septum. to the right, and some sticky discharge in the naso-pharynx. Otberwise nothing abnormal was discovered. A complete X-ray examination of the nasal sinuses revealed opacity of the right sphenoidal sinus. Owing to the deflected septum it was impossible to lavage the sinus, so a submucous resection was performed. The sinus was then washed out and a culture taken. The anterior wall of the sinus was then opened. He is now quite well and free from pain. The culture showed a pure growth of the Bacillu4s mucosus capsulatus.
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A Case of Sphenoidal Sinusitis, due to Bacillus Mucosus Capsulatus.
By HAROLD KISCH, F.R.C.S.
A. H. J., A MAN, aged 36, complained of intense pain in the right frontal region which began in 1916, andoccurs periodically. He has a certain amount of nasal and post-nasal catarrh. On examination, there was a grossly deflected nasal septum. to the right, and some sticky discharge in the naso-pharynx. Otberwise nothing abnormal was discovered. A complete X-ray examination of the nasal sinuses revealed opacity of the right sphenoidal sinus. Owing to the deflected septum it was impossible to lavage the sinus, so a submucous resection was performed. The sinus was then washed out and a culture taken. The anterior wall of the sinus was then opened. He is now quite well and free from pain. The culture showed a pure growth of the Bacillu4s mucosus capsulatus.
Di8cu88ion.-Dr. PATRICK WATSON-WILLIAMS said there were many points of interest in this case. He did not recall any sphenoidal sinusitis due to this bacillus alone. Furthermore, Mr. Kisch had found that the fluid sucked out was clear, and was not even suspected of infectivity until submitted to bacteriological examination, proving that it was not only in cases in which there were many polymorphonuclear leucocytes that an infective inflammation might exist and cause intense local symptoms. This man had, between attacks, a distinct loss of memory, inability to concentrate his mind, and an intractable temper; his mentality was so profoundly affected that in his periodic depression he was prepared to end his life. Had he done so, no one would have suspected the cause of the suicide. He (the speaker) was convinced that many cases of suicide were directly determined by sinus infections. The verdict of the coroner's inquest was usually "suicide during temporary insanity," but there was never any post-mortem investigation which might prove that many lives were thus brought to a tragic end from a failure to diagnose in time the sinusitis or other focal infection. It would be well that all branches of the profession should be on the look-out for cases in which mental symptoms were associated with definite sepsis and report them.
Mr. ADAM (Glasgow) referred to two cases of the kind who had been under the care of alienists. He asked whether Dr. Watson-Williams thought there might not be some relation between psychosis of nasal origin and abscess of frontal lobe.
Dr. P. WATSON-WILLIAMS (in reply to Dr. Adam) said that he had not had cases of frontal sinus disease associated with cerebral abscess with mental symptoms due to such abscess, but there were cases of sinus disease in which mental symptoms disappeared when the sinus had been dealt with. Kisch-Powell-Mollison Mr. KISCH (in reply) said that this patient was a chartered accountant and therefore intelligent, and when seen he was greatly depressed, and had threatened suicide. At first he (Mr. Kisch) had thought the case might turn out to be one of sarcoma or carcinoma of the sphenoid, and that was why he had that region X-rayed. No sinus other than the sphenoidal was affected. In his opinion, it was a common occurrence to see different degrees of mental change in nasal sinus disease.
Postcricoid Carcinoma treated by Diathermy with Complete
Disappearance of Growth.
By LESLIE POWELL, M.B.
Miss H., aged 56, first seen April 22, 1927.
For one year had complained of catarrh of throat. For three months difficulty in swallowing, losing flesh, said she had at night " a little cough and brought up a lot of watery fluid, continuing for about two hours." A large pedunculated tumour, irregular but not ulcerated, was seen obscuring the larynx and extending forward to epiglottis.
April 28, 1927.-Operation: Diathermy, using Davis gag. Growth seen to extend all round lower pharynx and forwards on the right on to the arytaeno-epiglottidean fold. Section shown: Epithelioma.
May 5 Mr. L. GRAHAM BROWN said he did not think the condition was quite healed. On the right side, in the post-cricoid region, he saw what he took to be a portion of the original growth, or a recurrence.
Dr. LESLIE POWELL (in reply) said he thought that the swelling now seen was due to scarring; it had been in that stage four months. He did not use any other form of suspension.
When employing diathermy in these cases it was a good plai to make an inspection a week afterwards and to touch doubtful spots again; the patient would submit to this more readily then than later.
Fixation of Left Cord due to Blow on the Neck. By W. M. MOLLISON, C.B.E., M.Ch. PATIENT, male, aged 37. On October 4, 1927 , was cranking a car when the handle swung round and hit the left side of the neck; he had severe dyspncea for a quarter of an hour; talking and swallowing have been painful for a time and the voice has not recovered. Wassermann reaction: negative.
Mr. H. S. BARWELL (President) asked if there was any sign of a hematoma. [Mr. Mollison: No.] The only case he (the President) had seen in which the cord was fixed after injury was one in which there was distinct ecchymosis of the cord. The patient in that case had recovered, and he thought it likely that this patient would improve.
